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Chapter Vi
Surgery: Digestive System
CPT Codes 40000 - 49999

A | nt roducti on

The general policy statenments defined previously also apply to
procedures described by the CPT range of codes, 40490-49999, that
deal with the digestive system The nature of services
identified in this section requires specific clarification in
relationship to these general policy statenents.

B. Endoscopic Services

Endoscopi ¢ services are perfornmed in many settings, i.e. office,
out patient, and anbul atory surgical centers (ASC). Procedures
that are perforned as an integral part of an endoscopi c procedure
are considered part of the endoscopic procedure. Services such
as venous access (e.g. CPT code 36000) and/or injection (e.g. CPT
codes 90780-90784), non-invasive oxinetry (e.g. CPT codes 94760
and 94761), anesthesia provided by the surgeon, etc. are included
in the endoscopi c procedure code. These colum 2 codes are not
to be reported separately.

1. Wen a diagnostic endoscopy is performed in conjunction
wi th endoscopi c therapeutic services, the appropriate CPT code to
use i s the nost conprehensive endoscopy code describing the
service perforned. If the same therapeutic endoscopy service is
performed repeatedly (e.g. polyp renmoval) in the sane area
described by the CPT narrative, only one CPT code is reported
with one unit of service. |If different therapeutic services are
performed and are not adequately described by a nore
conprehensi ve CPT code, the appropriate codes can be desi gnated
in accordance with the multiple @ endoscopy rul es previously
establ i shed by CWVS.

2. \Wen a diagnostic endoscopy is followed by a surgical
endoscopy, the diagnostic endoscopy is considered part of the
surgi cal endoscopy (per CPT definition) and is not to be
separately report ed.

3. Gastroenterologic tests included in CPT codes 91000-91299
are frequently conplenentary to endoscopi ¢ procedures.
Esophageal and gastric washings for cytol ogy are described as
part of an upper endoscopy (CPT code 43235) and, therefore, CPT
codes 91000 (esophageal intubation) and 91055 (gastric
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i ntubation) should not be separately reported when perfornmed as
part of an upper endoscopic procedure. Provocative testing (CPT
code 91052) can be expedited during gastrointestinal endoscopy
(procurenment of gastric specinens); when perforned at the sane
time as G endoscopy, CPT code 91052 should be coded with the -52
nodi fier indicating a reduced | evel of service was perforned.

4. \Wen a snmall intestinal endoscopy or enteroscopy is
performed as a necessary part of a procedure, only the nost
conprehensi ve (colum 1) code describing the service perfornmed is
to be reported. Wen services described by the range of CPT
codes 44360-44386 (small intestinal endoscopies) are perfornmed as
part of another service (e.g. surgical repair or creation of
enterostomy, etc.), these codes are not separately reported. As
not ed previously, when an endoscopic procedure is confirmatory or
is perforned to establish anatonmical |andmarks ("scout"”
endoscopy), the endoscopic procedure is not separately reported.
In the case where the endoscopic procedure is perforned as a
di agnosti c procedure upon which the decision to performa nore
extensive (open) procedure is made, the endoscopic procedure may
be separately reported. The -58 nodifier nay be used to indicate
that the diagnostic endoscopy and the nore extensive, open
procedure are staged or planned services.

5. \When endoscopi ¢ esophageal dilation is performed, the
appropri ate endoscopi ¢ esophageal dilation code is to be
reported. The CPT codes 43450-43458 (dil ation of esophagus) are
not used in addition (even if attenpted unsuccessfully prior to
endoscopic dilation); in such a case, the -22 nodifier could be
used to indicate an unusual endoscopic dilation procedure.

6. Wien it is necessary to performdiagnostic endoscopy of the
hepatic/biliary/ pancreatic system using separate approaches (e.g.
biliary T-tube endoscopy with ERCP, etc.) the appropriate CPT
codes for both may be reported. However, the code shoul d include
the -51 nodifier indicating nultiple procedures were performed at
t he sane session.

7. Wen intubation of the G tract is perforned (e.g.
per cut aneous G tube placenent, etc.), it is not appropriate to
bill a separate code for tube renoval. Specifically, the CPT
code 43247 (endoscopic renoval of foreign body) is not to be
reported for routine renmoval of therapeutic devices previously
pl aced.
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8. \Wen an endoscopi c or open procedure is performed and a
bi opsy is also performed, followed by excision, destruction or
removal of the biopsied | esion, the biopsy is not separately
reported. Additionally, when bleeding results froman endoscopic
or surgical service, the control of bleeding at the tinme of the
service is included in the endoscopi c procedure. Separate
procedure codes for control of bleeding are not to be coded. 1In
the case of endoscopy, if it is necessary to repeat the endoscopy
at a later time during the same day to control bleeding, a
procedure code for endoscopic control of bleeding may be reported
with the -78 nodifier, indicating that this service represents a
return to the endoscopy suite or operating roomfor a rel ated
procedure during the postoperative period. 1In the case of open
surgi cal services, the appropriate conplication codes may be
reported if a return to the operating roomis necessary, but the
conplication code should not be reported if the conplication
descri bed by the CPT code occurred during the same operative
sessi on.

9. Only the nost extensive endoscopic procedure is reported
for a session. For exanple if a signoidoscopy is conpleted and
t he physician perfornms a col onoscopy during the sane session only
t he col onoscopy, is coded. It is, however, acceptable to bill
for nmultiple services provided during an endoscopi ¢ procedure
(with the exception of treating bl eeding i nduced by the
procedure); these services would be rei nmbursed under the multiple
endoscopi ¢ paynent rules for gastrointestinal endoscopy.

10. \When a transabdom nal col onoscopy (via col ot ony) (CPT code
45355) and/ or standard signoi doscopy or col onoscopy is perforned
as a necessary part of an open procedure (e.g. colectony), the
endoscopi ¢ procedure(s) is (are) not separately reported. On the
ot her hand, if either endoscopic procedure is perforned as a
di agnosti c procedure upon which the decision to performthe open
procedure is made, the procedure(s) nmay be reported separately.
The -58 nodifier may be used to indicate that the diagnostic
endoscopy and t he open procedure are staged or planned services.

C. Abdoni nal Procedures

When any open abdomi nal procedure is perforned, an exploration of
the surgical field is routinely perfornmed to identify anatom c
structures or any anonalies that may be present. Accordingly, an
exploratory | aparotomy (CPT code 49000) is not separately
reported wth any open abdom nal procedure. |[|f routine

expl oration of the abdonen during an open abdom nal procedure
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identifies abnormalities requiring a nore extensive surgical
field that makes the procedure unusual, the -22 nodifier may be
reported with supporting docunentation in the nedical record,

i ndi cating that an unusual procedural service was perforned.

When, in the course of a hepatectony, a chol ecystectony is
necessary in order to successfully performthe hepatectony, a
separate procedure code is not coded for the chol ecystectony;
conponent colum 2 procedures necessary to performa nore
conprehensive columm 1 procedure are included in the colum 1
code describing the nore conprehensive service.

Appendect om es are commonly performed incidentally during many
abdom nal procedures. The appendectony is only to be reported
separately if it is medically necessary. |If done incidental to
anot her procedure, the appendectomny would be included in the
maj or procedure perforned.

When, in the course of an open abdom nal procedure, a hernia
repair is perforned, a service is reported only if the hernia
repair is medically necessary at a different incisional site.

I nci dental hernia repair in the course of an abdom nal procedure
that is not nedically necessary should not be reported. The
nmedi cal record shoul d docunment the medical necessity of the
service if it is reported.

When a recurrent hernia requires repair, the appropriate
recurrent hernia repair code is reported. A code for incisional
hernia repair is not to be reported in addition to the recurrent
hernia repair unless a nedically necessary incisional hernia
repair is perforned at a different site. In this case, the -59
nodi fier should be attached to the incisional hernia repair code.

D. General Policy Statenents

1. Wen a vagotony is perfornmed in conjunction with esophageal
or gastric surgery, the appropriate CPT code describing the
conprehensive colum 1 coded service is reported. The range of
CPT codes 64752-64760 includes services described by the vagotony
codes perforned as separate procedures and are not reported in
addition to esophageal or gastric surgical CPT codes (e.g. 43635-
43641) which include vagotony as part of the service.

2. \Wen a closure of an enterostony or enterovesical fistula
requires the resection and anastonosis of a segnent of bowel, the
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CPT codes 44626 and 44661, include the anastonosis or the enteric
resection. Accordingly, additional enteric resection codes are
not to be reported.

3. In accordance with the sequential procedure policy, only
one code for henorrhoidectony is reported; the nost extensive
procedure necessary to successfully acconplish the
henor r hoi dect ony woul d be appropriate. Additionally, if, in the
course of a henorrhoi dectony, an abscess is identified and
drai ned, a separate procedure code is not reported for the
i nci sion and drainage, as this was performed in the course of the
henorrhoi dectony. |f the incision and drai nage of the abscess
occurred at a different site than the henorrhoi dectony, then this
procedure coul d appropriately be reported with a -59 nodifier.

4. A nunber of groups of codes describe surgical procedures of
a progressively nore conprehensive nature or with different
approaches to acconplish sinmlar services. |In general, these
groups of codes are not to be reported together (see nutually
exclusive policy). Wiile a nunber of these groups of codes exi st
in CPT, several specific exanples include CPT codes 45110-45123
for proctectom es, CPT codes 44140-44160 for col ectonm es, CPT
codes 43620-43639 for gastrectom es, and CPT codes 48140-48180
for pancreatectoni es.

5. Wien it is necessary to create or revise an enterostony, or
renove or excise a section of bowel due to fistula formation, a
separate enterostony closure code or fistula closure code is not
reported. 1In the case of creating or revising an enterostony,
the closure is nmutually exclusive and in the case of fistula
excision, the closure is included in the excision procedure.

6. Because the digestive tract is bordered by a nucocut aneous
mar gi n, several CPT codes may define services involving biopsy,
destruction, excision, renoval, etc. of lesions of this margin.
When a lesion involving this margin is identified and it is
nmedi cal | y necessary to renove, only one code whi ch nost
accurately describes the service performed should be subm tted,
generally either fromthe CPT section describing integunentary
servi ces (10040-19499) or digestive services (40490-49999). For
exanple, if a patient presents with a benign |ip lesion, and it
is renoved with a wedge excision, it would be acceptable to bil
t he CPT code 40510 (excision of |ip) or the appropriate code from
CPT codes 11440-11446 (excision of lesions); billing a code from
bot h sections woul d be inappropriate.
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7. Laparoscopic procedures performed in place of an open
procedure are subject to the standard surgical practice
gui del i nes.

8. Medi care d obal Surgery Rul es prevent separate paynent
for postoperative pain nmanagenment when provided by the physician
perform ng an operative procedure. CPT codes 36000, 36410,
37202, 62318-62319, 64415-64417, 64450, 64470, 64475 and 90780
describe services that nmay be utilized for postoperative pain
management. The services described by these codes nay be
reported only if performed for purposes unrelated to the
post operative pai n managenent.

9. Medi care Anest hesia Rul es prevent separate paynent for
anest hesi a when provi ded by the physician perform ng a nedical or
surgical service. The physician should not report CPT codes
00100-01999. Additionally, the physician should not unbundle the
anest hesi a procedure and report conponent codes individually.

For exanple, introduction of a needle or intracatheter into a
vein (CPT code 36000), venipuncture (CPT code 36410), or

i ntravenous infusion (CPT code 90780) should not be reported when
these services are related to the delivery of an anesthetic
agent .
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